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Resection of malignant fibrous histiocytoma involving the
thoracoabdominal aorta with staged emobolization of the
intercostal arteries
Masamichi Matsumori, MD, Ayako Maruo, MD, Hiroshi Tanaka, MD, Keitaro Nakagiri, MD, Teruo Yamashita, MD,
Kenji Okada, MD, and Yutaka Okita, MD, Kobe, Japan
We report a case of malignant fibrous histiocytoma (MFH) involving the thoraco-abdominal aorta that was treated with resection and staged emobolization of theintercostal arteries (ICAs).
Clinical Summary
A 53-year-old woman was admitted to investigate a loss of 12 kg body weight in a year.
Computed tomography disclosed a huge (13  9 cm) mass contiguous with left lung, left
chest wall, and thoracic vertebra, with invasion into the thoracic aorta (Figure 1). A diagnosis
of MFH was made after open biopsy of the tumor. An angiogram demonstrated that the tumor
was located around the descending aorta from T7 to the level of the celiac artery, and the left
10th intercostal artery supplied the anterior spinal artery through the artery of Adamkiewicz
(Figure 2). Systemic screening showed no metastatic lesions. Serum tumor markers were all
within normal limits. All ICAs and bronchial arteries were patent. To prevent intraoperative
back bleeding from the ICAs and spinal cord ischemia, a staged embolization of the ICAs was
performed. At first, the 8th to 11th ICAs were embolized. The 7th and 12th ICAs were
embolized 7 days later. Finally, the inferior phrenic artery and esophageal artery were
embolized. Cerebrospinal fluid drainage was performed preoperatively. A spiral incision was
applied, and a huge mediastinal tumor was found to occupy the thoracoabdominal cavity,
infiltrating the paravertebral region with adherence to lower left lobe of the lung, diaphragm,
and esophagus but not to the pericardium. With partial cardiopulmonary bypass, the tumor
was resected completely, combined with resection of the involved segment of the thoraco-
abdominal aorta (from T5 to above the celiac artery), the lower left lobe of the lung, and part
of the diaphragm. The thoracoabdominal aorta was replaced with an 18-mm knitted polyester
fabric (Dacron) graft, and the diaphragm was reconstructed with a composite expanded
polytetrafluoroethylene (Gore-Tex; W. L. Gore & Associates, Inc, Flagstaff, Ariz) mesh.
Histologically, tumor invasion was not observed in any other organ. The tumor cell showed
a storiform pattern and hemangiopericytomatous pattern. Immunohistochemical examination
revealed that tumor cells were negative for epithelial membrane antigen, –smooth muscle
antigen, S100 protein, and CD34. There were no postoperative complications, such as
paraplegia, and the patient was discharged on the 17th day after surgery.
Discussion
Since its first description by O’Brien and Stout in 1964,1 MFH has been recognized as distinct
from sarcoma. Weiss and Enzinger2 eported that the thoracic lesions of MFH accounted for
only 15 cases (7.5%) of 200 patients. MFH in the mediastinum, first reported in 1982, is very
rare, with the posterior mediastinum being a particularly rare site.3 Concerning therapeutic
modalities, Leite and colleagues4 reported that MFH had a poor response to chemotherapy or
radiotherapy. Le Doussal et al5 concluded that complete resection was an independent factor
associated with improved survival, and adjuvant radiotherapy significantly decreased local
recurrence.
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The most important artery affecting spinal cord ischemia is the
arteria radicularis magna anterior (artery of Adamkiewicz). Taka-
mori and associates6 reported a similar case of MFH; they per-
formed an aortoaortic bypass with a synthetic graft. The tumor was
removed completely, combined with the resection of the involved
segment of the thoracic aorta; however the patient had paraplegia.6
Acher and colleagues7 described the segmental aortic clamp as
important to maintain spinal cord blood flow, and Coselli and
coworkers8 noted that cerebrospinal fluid drainage reduced the risk
of paraplegia. In addition, Griepp and associates9 reported that
after ICAs were sequentially clamped, and if somatosensory
evoked potential (SEP) showed no change, the ICAs could be
sacrificed with low rate of paraplegia (2%). In this case, a preop-
erative angiogram indicated that the tumor involved the thoraco-
abdominal aorta at the levels of the seventh ICA to the celiac
artery, and the left 10th ICA supplied the spinal cord though
anterior radicular arteries. We performed staged ICA embolization
with a duration of 10 days. With this staged removal of the ICAs,
the spinal cord was prevented from being ischemic and thus
produce paraplegia.
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Figure 1. Preoperative computed tomography
showing massive tumor in posterior mediastinum
and involving thoracic aorta.
Figure 2. A, Before ICA embolization. B, Left
10th ICA supplying anterior spinal artery by way
of Adamkiewicz artery (arrows). C, After ICA
embolization.
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Valve-sparing operation in a young woman with Marfan syndrome:
A word of caution
Olivier Chavanon, MD, PhD,a Akhtar Rama, MD,a Pascal Leprince, MD, PhD,a Nicolas Bonnet, MD,a
Alain Pavie, MD, PhD,a Guillaume Jondeau, MD, PhD,b and Iradj Gandjbakhch, MD, PhD,a Paris and Boulogne, France
Valve-sparing operation of the aortic root is frequentlyproposed to young patients with Marfan syndrome asan alternative to aortic root replacement, notwith-standing the complex problems and complications
with the remaining aorta. We report the case of a young woman
with Marfan syndrome who, 1 year after having undergone a
Yacoub procedure, became pregnant and had a recurrence of the
aortic insufficiency (AI).
Clinical Summary
A 27-year-old woman with Marfan syndrome underwent a Yacoub
procedure for an aneurysm of the aortic root (diameter, 53 mm)
with a grade 1 AI (Figure 1). At the operation, the aortic valve
was biscupid and the aortic annulus measured 31 mm. The Yacoub
procedure was performed with a 26-mm Dacron tube after resec-
tion of the entire aortic wall, leaving 2 mm necessary to perform
the suture of the neosinus. The postoperative echocardiogram
showed a grade 1 AI, an aortic annulus diameter of 30 mm, and
a neosinus diameter of 43 mm. The patient, while being treated
with -blockers, became pregnant 1 year later and presented
during the pregnancy with progressive aggravation of the AI
(grade 3) without hypertension. Two days after cesarean section
she had an acute dissection of the descending aorta, which was
treated medically. The AI was due to a localized dilatation of the
residual aorta at the level of the neosinus, measured on the com-
puted tomographic scan at 47 mm (Figure 2, A and B). A 2-stage
operation was planned to treat both the AI and the dilated descend-
ing aorta (dilatation of the descending aorta: 15 mm in 18 months).
A mechanical aortic valve (size 27 mm, Bicarbon; Sorin Bio-
medica Cardio S.p.A, Saluggia, Italy) was implanted through an
aortotomy in the Dacron tube. The bicuspid aortic valve had a
dilated annulus and a prolapsed noncoronary leaflet. The aortic
root dilatation was plicated and excluded with stitches passed
through the aortic annulus toward the inferior aspect of the Dacron
tube. This procedure was performed in association with an ele-
phant trunk procedure with the additional goal to perform a tho-
racoabdominal replacement (Figure 2, C ). Aortic crossclamp and
pump times were 103 and 139 minutes, respectively. The patient
was discharged on postoperative day 6 to a postoperative heart
rehabilitation center.
Discussion
The Bentall procedure is usually recommended for patients with
Marfan syndrome who have ascending aortic aneurysms.1 How-
ever, because of potential mechanical valve–related complications
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